We report a patient who developed temporary deafness secondary to oedema of the uvula and soft palate following prolonged continuous positive airway pressure via a nasopharyngeal airway.
The various complications of prolonged tracheal intubation are well documented and include mucosal ulceration, sinusitis, retropharyngeal abscess formation and vocal cord paralysis [1] [2] [3] [4] . Aetiological factors have been considered 5 , including the patient's general condition, trauma during intubation, and infection. Complications of nasopharyngeal airways have also been reported to include bleeding 6 , thrombotic occlusion of the tube lumen 7 and displacement of nasal polyps 8 . The complication reported in this case does not appear to have been documented elsewhere.
CASE REPORT
A 70-year-old man was admitted to hospital after a fall from a low wall. He complained of neck pain and loss of sensation in his legs. Examination showed complete sensory and motor loss at the C5 spinal cord level.
Plain X-rays and magnetic resonance imaging demonstrated a C5/6 bifacetal dislocation with spinal cord transection. Cervical traction was applied and subsequently the patient underwent general anaesthesia for open reduction and posterior fusion at the 5/6 cervical vertebral level. Oral fibreoptic tracheal intubation was performed uneventfully and he was extubated at the end of the procedure.
The patient developed hypoxaemia 24 hours postoperatively and was diagnosed as having pneumonia secondary to Klebsiella species. The infection resolved with appropriate antibiotic therapy and the hypoxaemia was managed successfully using continuous positive airway pressure (CPAP). In view of the fact that he would not tolerate the CPAP facemask, a change was made to deliver the CPAP via a nasopharyngeal tube airway (this being attached to the CPAP circuit using an endotracheal tube connector) as is our unit policy. A size 7 mm Portex (Ivory, Boots Healthcare) nasopharyngeal airway was placed in the right nostril. Enteral nutrition was given via a nasogastric tube inserted through the other nostril. The nasopharyngeal airway was changed without complication seven days after its insertion.
On day 14, whilst still undergoing CPAP via the nasopharyngeal airway, the patient complained of right-sided deafness. This was initially attributed to wax that was seen on examination of the external auditory meatus. However, the deafness persisted after clearance of the wax. Seventeen days after initial insertion of a nasopharyngeal airway the patient began to complain of pharyngeal discomfort. On examination, the soft palate and uvula were found to be grossly oedematous and an effusion was visible behind the right tympanic membrane. No focal abrasion was seen in the oropharynx.
The nasopharyngeal airway was removed without any deterioration in oxygenation. The nasogastric tube was also removed. The swelling and discomfort rapidly settled, and the hearing improved.
DISCUSSION
The use of CPAP via a connector and nasopharyngeal airway, whilst commonplace in paediatric intensive care, may not be as widespread in adult intensive care. However, it is used in this unit at Morriston Hospital, as an adjunct to airway support, especially when patient compliance with facemasks is poor. This patient required nasopharyngeal CPAP for a period that was considered prolonged but appropriate to the underlying clinical condition.
Uvular oedema has been reported as a rare complication of intubation 9 but has not been described following use of a nasopharyngeal airway. Deafness has not been reported after either intubation or nasopharyngeal airway use. Diaz has suggested that oral and nasopharyngeal airways may compress the uvula on to the hard palate, or between the airway and a nasogastric tube 10 . Other possible explanations for uvular oedema include overzealous suctioning, other trauma, or infection. Diaz also lists sore throat, gagging, coughing, respiratory obstruction and sensation of pharyngeal foreign body as possible indicators. To this we can now add deafness.
The eustachian tube connects the middle ear to the nasopharynx and maintains equality of air pressure around the tympanic membrane 11 . Its nasopharyngeal opening is on the lateral wall 1 cm behind the posterior end of the inferior turbinate just above the level of the hard palate 12 . In our case report, postnasal space oedema has presumably caused obstruction of the eustachian tube leading to a middle ear effusion and deafness. An increased incidence of otitis media in nasally intubated infants has been previously reported 13 This case report would support the first of these recommendations and the above suggestions are worthy of reinforcement.
